Introduction
Diminished ovarian reserve (DOR) is closely associated with poor response to ovarian stimulation, detection of premature luteinizing hormone (LH) surge before ovulation trigger, premature ovulation, and failure to retrieve oocytes during timed oocyte pick-up (OPU) procedures (1, 2) . It is a common and accepted strategy to cancel the cycle, to proceed to egg collection, or to convert the in vitro fertilization (IVF) cycle to an intrauterine insemination cycle (IUI) in these poor responder patients (2-6); however, it is very challenging for the clinician to decide on a course of action in cases when unpredicted, premature ovulation is discovered as an unwelcome surprise immediately before a timed OPU. Although cycle cancelation, puncture of smaller residual follicles, and aspiration of follicular fluid from the pouch of Douglas are recommended methods, only a few successful pregnancies have been reported with these attempts (7) . Therefore, we adopted a different strategy: performing lastminute transvaginal sonography (TVS) before anesthesia to be certain whether ovulation has occurred; if premature ovulation has occurred, the IVF cycle is changed to a rescue IUI in couples who have at least one patent fallopian tube and a total progressive sperm count of >5 million. Here, we report the cycle outcomes of five patients managed with this approach.
Case Presentation
In this article, the results obtained from five consecutive poor responder patients undergoing IVF complicated by premature ovulation are evaluated. The demographic and cycle characteristics of the patients are summarized in Table 1 . In all cases, ovarian stimulation was started on day 2 of the cycle using recombinant or urinary follicle-stimulating hormone (FSH) or human menopausal gonadotropin (hMG) in conjunction with gonadotropin-releasing hormone (GnRH) antagonist. A starting dose of 300 to 450 IU/d was administered according to the patient's age, ovarian reserve, and previous cycle response. A TVS scan was performed on cycle day 5, and GnRH antagonist was started on day 6 in all cases as a fixed protocol. The gonadotropins and antagonist were both continued until the leading follicles reached ≥17 mm, at which time ovulation was triggered with 10.000 IU urinary hCG (Pregnyl, MSD) or 500 µgr recombinant human chorionic gonadotropin (hCG) (Ovitrelle, Merc Serono); the OPU procedure was scheduled for 35 hours later. On the day when OPU was scheduled, lastminute TVS before anesthesia detected no follicles in both ovaries in these cases, and a diagnosis of premature ovulation was made. Instead of canceling the cycle or attempting to puncture the remaining follicular residues, IUI was offered and performed as a rescue treatment after obtaining written consent from the couples. Semen specimens were prepared We here report two successful pregnancies obtained by converting an in vitro fertilization (IVF) cycle to an intrauterine insemination (IUI) cycle in five poor responder patients whose oocyte pick-up (OPU) procedures were canceled due to documented premature ovulation immediately before OPU. To our knowledge, this is the first article that demonstrates that switching an IVF cycle to an IUI cycle when premature ovulation occurs on the day of OPU can produce successful pregnancies, even in poor responder patients. 
Discussion
A meta-analysis has demonstrated that women with antral follicle counts of fewer than four were 8.7 times less likely to become pregnant after IVF and 37 times more likely to have their cycle canceled compared with normoresponders (8) . In poor responders with stimulated IVF cycles, the decision whether to cancel the cycle, to continue with the egg collection, or to convert to an IUI cycle is very challenging. Matorras et al. (4) assessed the utility of transforming an IVF cycle with low response to an IUI cycle in 57 patients undergoing IVF due to unexplained infertility, mild to moderate male factor, or previous IUI failure. They reported a pregnancy rate of 14% in IVF poor responders with at least 2 to 4 follicles; they concluded that IUI should be considered in the management of poor responders. Contrastingly, in another study of 1350 IVF cycles with one or two mature follicles, conversion of an IVF cycle to an IUI cycle was reported to have the poorest prognosis, while proceeding with egg collection was much more successful in achieving pregnancy (2) . Another multicenter comparative study which analyzed 7176 initiated cycles also suggested that IVF should be pursued for women demonstrating two follicles, while conversion to IUI was recommended for cycles with only one follicle, if sperm and tubal parameters were favorable (3) . It was also clearly demonstrated that performing IUI as a rescue treatment provided no advantage over taking no further action when no oocytes were collected during a timed follicular puncture (6) . Encountering unexpected premature ovulation at the time of OPU under anesthesia is another challenge for the clinician as well as for the infertile couple; this is a totally different situation with very few treatment alternatives. Wu et al. (7) reported three cases of successful pregnancies with puncture of small or medium-sized follicles to retrieve oocytes (in vitro maturation was performed in two cases); however, this remains the only success story which was not reproduced by others. Furthermore, puncture of the remaining follicles and aspiration of the peritoneal fluid necessitate additional methods, such as OPU itself, and anesthesia; this imposes additional financial and emotional burdens on the couple. Cancellation of the In this article, our results demonstrate that couples with at least one patent tube and with a normal sperm count can benefit from a rescue IUI in the case of premature ovulation detected at the time of OPU, even after previous failed IUI or IVF treatment cycles. Therefore, we suggest a "rescue" IUI as an alternative approach in unexplained infertility cases with DOR who are scheduled to undergo IVF and who experience premature ovulation before a timed OPU procedure. 
